From the University ofCape Town
We reviewed 28 patients with brachial plexus lesions caused by shoulder dislocation. The classification used by Leffert and Seddon (1965) was found to be too broad ; it did not relate closely enough to the predominant loss of function or the functional recovery of lesions. It also fails to take into account supnascapu!ar nerve involvement. We therefore suggest the more clinically applicable classification set out in Table IV. In shoulder dislocation, traction on the brachial plexus is usually exerted laterally at a point relatively far removed from the anatomical anchorage to the spinal cord, so the elasticity of the nerve roots helps to protect them from severe damage.
Most of the traction force is borne by the infrac!aviculan plexus ; the axillany nerve is the branch that is nearest to its distal anchorage. This explains its increased liability to injury (Leffent 1985) .
Similarly, the proximity to its distal anchorage may also explain why the suprascapu!ar nerve only is involved in the rare supraclavicular plexus lesions. As regards the time to recovery for the deltoid, it is of interest that all those that recovered to grade 4 or 5 did so by 18 months.
All these had shown at least grade 1 power at two months after injury and at least grade 3 by six months. No benefits in any form have been received or will be received from a commercial party related directly or indirectly to the subject of this article.
